
2019-2020 Injectable or Flumist Influenza Vaccine Consent and Screening Form for Children  

18 years old and under: Section 1: Information about the student to receive vaccine (please print):

Student’s Name: (Last, First, MI) Date of birth: 

Month Day Year 

Age Sex:   Male  

 Female 

Street Address: Student School & Grade/School 

City: State: Zip: Phone: ( ) 

Insurance Information: Include the whole member ID number and any letters that are part of that number 

MUST PROVIDE A COPY OF ALL YOUR CHILD’S INSURANCE CARDS (please staple to this form) 

Name of  Insurance Company:* Member ID Number:* Group ID Number: (if available) 

Name of Secondary Insurance Company Member ID Number:* Group ID Number: (if available) 

      Please complete the following: 

Subscriber’s Name: (Last, First, MI)* Subscriber’s Date of Birth: * 

Month Day Year     

Sex:* Male 

Female 

Subscriber’s Street Address:* (If different from address above) 

City:* State:* Zip: * Phone:* 

( ) 

Patient Relationship to Subscriber:  (Circle)* Spouse Child Other 

 Massachusetts law (M.G.L. c. 111, Section 24M) requires providers to report immunization information to a computerized immunization registry    

known as the Massachusetts Immunization Information System (MIIS). The MIIS stores immunization records for you and your healthcare  

provider. All information in the MIIS is kept secure and confidential.  The MIIS allows information to be shared with health care providers, school 

nurses, local boards of health, and state agencies concerned with immunization. You have the right to object to the sharing of your immunization 

information across providers in the MIIS. For more information, please ask the nurse giving you the shot or contact the MA Immunization 

Program directly at  617-983-6800 or 888-658-2850.

I GIVE CONSENT for my child named at the top of this form to get vaccinated with Influenza vaccine and 

for my insurance company to be billed.   

  (If this consent is not signed, dated and returned, my child will not be vaccinated.) 

________________________________________________________    Date: _________________ 

 (Signature of parent or legal guardian)       Please complete page 2  ƷƷƷƷ

DEADLINE TO PRE-REGISTER : October 
-2020

I have read the information (VIS for injectiable influenza vaccine and Flumist) provided about the vaccine I am receiving today. I 

understand the risks and benefits of the vaccine and authorize the Westford BOH to both administer the vaccine as well as to bill

my insurance company. I have been informed about the Massachusetts Immunization System (MIIS). I have received the VIS and 

the MIIS Fact Sheet for Parents and Patients. Finally, I understand that I may withdraw this permission in writing at any time by 

sending written notification to:    Westford Health Department, 55 Main St, Westford, MA 01886

I    DO ______  DO NOT _________   Give permission for my child’s flu vaccine information to be entered into the MIIS 

   __________________________________   _______________________________              ____________ 
 Parent/Guardian Signature   Printed Parent/Guardian Name                             Date 
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